GENERAL COMMENTS
The strength of this article is the comparison of historical paediatric inpatient records with contemporary paediatric samples of inpatient service utilization, something I believe has not been done previously, as the authors mention. This is fascinating research that sheds light on longitudinal diagnostic trends and care for youth experiencing extreme emotional, psychological, and behavioral distress. As such, it raises important questions about changes over time in paediatric mental illness diagnoses and reasons for hospitalization that have implications for current policy and practice as well as future research.
My suggestions for improving the article are related primarily to the literature review and discussion sections. I believe each of these could provide a better context for how this study adds to current literature and its specific practice implications. Specific areas for consideration are as follows:
There are some notable omissions in the literature review and discussion sections that could provide a more detailed and accurate context for the current study. These include: o Case, B. G., Olfson, M., Marcus, S. C., & Siegel, C. (2007 Although the authors discuss whether the findings from this study, in light of an adult sample reported elsewhere, may indicate the need for more aggressive earlier treatment of "gateway diagnoses," it seems that differences in hospital admissions between the historical and contemporary samples suggests the need to examine community versus inpatient intervention for youths presenting with non-organic disorders.
Additional suggestions:
- Tables 1 & 2 were very helpful. It would be helpful to have the third sample (943 contemporary patients admitted to general hospital beds) tabulated as well.
-
The first sentence of the second paragraph should read: "There are very few data. . .", though I recognize that this is often debated and that conventions regarding use of the work "data" are changing. I still recommend that data be treated as plural for scholarly publications. : 1875 -1924; 1994 -2003; and 2000-2008 . The study area, North Wales, has had remarkably stable demographics (in population numbers at least) over this long period and in principle, lends itself to historical comparisons. Considerable effort has gone into tracing and perusing the historical records and ascertaining diagnoses using current criteria. A paper from these data has been published before (Healy et al, Psych Med, 2001 ).
REVIEWER
I regret to state that the paper is not suitable for publication in BMJ Open in its current format. My opinion is based on the following:
Rationale
The authors do not make a cogent case on the rationale behind the study. Did they set out with a hypothesis or question to answer? Not having a hypothesis is not necessarily a major flaw; exploring data for patterns can often reveal unexpected findings. But the interpretation of the results is weak, which emphasises the absence of an answerable question behind the comparison.
Methodology
Diagnoses were made on historical records by clinicians using current criteria. The paper states that "the procedure followed was to give the historical records to the consultant from whose sector they would now come. This method permitted some standardization of diagnostic biases." Diagnostic biases are not locality based whereby using consultants from same localities generates same diagnoses.
In the context of this study, diagnostic biases are due to changing psychiatric nosology and diagnostic criteria over the 20th century. The historical records used in the study predate Kreapelinian dichotomy and all that flowed from it, including the changing terms for psychotic disorders.
The paper states that there was full agreement on diagnoses between raters. However the methods section does not describe who the raters were and how inter-rater reliability was calculated.
It is not clear how a diagnosis of "organic catatonic disorder" was arrived it. How was organic pathology determined in records, which predate any modern diagnostic tests or tools?
Why were divergent time periods included: 50 years for the first cohort, 10 years for the second and 8 years for the third? If this is opportunistic and based on time periods for which data were available, the authors should say so. Otherwise it seems like a random choice of time periods.
Interpretation of findings
The weakest part of the paper is the interpretation of findings. Although population numbers have stayed remarkable stable in the area over 135 years, everything else is likely to have changed; from family composition, community structures, social support systems, help-seeking patterns, to cultural attribution of psychiatric symptoms and service availability etc. It is therefore very difficult to justify statement such as the reported "two fold increase in the rates of schizophrenia and related psychoses in the contemporary compared to the historical cohort". The reader senses that the authors wish to contrast their findings of the rarity of mental illness in under 18 year olds with current reports of 10% prevalence of mental disorders in young people. However this is comparing chalk and cheese. For instance, in the historical group, 63% were discharged from inpatient care. This means that 37% of the inpatients stayed incarcerated till their deaths. These are therefore likely to have been very severally ill-patients (perhaps some with organic pathology). Prevalence data derived from such a cohort cannot be meaningfully compared to current prevalence figures, where the threshold for psychiatric "caseness" is completely different. Towards the end of the paper, the authors pose questions such as: "Are later life and would early intervention make a difference to the likelihood of progression? Or are schizophrenic and bipolar disorders qualitatively different disorders and should the provision of inpatient and specialist mental health services be driven by the relative frequency of these latter disorders". While these are important, they cannot be answered by historical comparisons of this kind and are certainly not raised by the data presented. I recognise the time and effort that has gone into these data collection and regret that I cannot recommend it for publication.
VERSION 1 -AUTHOR RESPONSE
Referee 1 -Sukanta Saha 1 Epoch dates: This confusion is our fault. The problem has been remedied. 2 We have looked at a Table format and it is not possible to encompass the three cohorts in the one Table -they are too diverse. We have however included a Table ( 3) to help with the data from the general hospital cohort. 3 The term incidence can be problematic especially as we distinguish between the incidence of disorders and admission incidence. We have tried to make the use of terms systematic in the revision. 4 The issue of diagnostic variability is covered in the revision 5 We agree that calculating rates is problematic in the historical period but primarily because there are so few subjects. The age structure of the population remained relatively constant during this period.
Referee 2 -Jacqueline Sparks Referee 2 introduces an interesting theme -the management of distress v illness. There is a fascinating topic here that deserves extensive commentary and our data speak to this point. One way to reconcile the gulf between such low admission rates and such a high rate of community disorders is to introduce a distinction between illness and distress. However our purpose in this paper is to provide data that will inform such debates rather than to offer a view. We have taken into account the suggestions re further references to include and have included most but these primarily refer to US mental health settings We have touched briefly on the social and political aspects of diagnosis mentioned by the referee in a revised discussion but our data while informing this debate are not definitive and we have flagged the issues up rather than taken a position.
We have included a Table 3 .
Referee 3: Swaran Singh Rationale We think that it would be a mistake to have a fixed hypothesis but the underlying issue in the data concerns the boundary between illness and distress. We have noted this in the abstract and introduction and picked it up in the discussion. Methods We are confident that the methods hold up. Earlier papers in BMJ Open go into this issue in greater detail. One of these is now included in the reference list. This includes details of rates of agreement between raters. Re time frames -this is now covered in the paper. Dr Singh asks about the criteria for organic catatonic disorder. One of us (DH) is an author on a position paper that played a part in DSM-5"s reformulation of catatonic disorders, and has written other pieces specifically on catatonia. The journal can therefore be assured that there is considerable expertise specific to catatonia brought to bear on this paper. The significance of this point is that until recently catatonia would have inevitably attracted a diagnosis of schizophrenia but as of May 2013 there is another option. Our paper reflects this. There is a brief note covering the use of the divergent time periods.
On the interpretation of the data, these data show a two-fold rate of increase in admissions for schizophrenia. This is against a background of a declining rate of admissions for schizophreniapresented in another BMJ Open paper. The reviewer is absolutely right that the authors wish to contrast the infrequency of admissions for classical mental illnesses/disorders. We do not however intend to provide an answer. We agree the data do not answer the issue but they do point the issue up and hopefully will stimulate others to find a way to move the issues forward. 
GENERAL COMMENTS Abstract
In the Conclusion section of the Abstract, I recommend the authors report their conclusions repeating the parameters of the study: E.g., "There is a greater frequency of hospital admissions for youth under age 18 in North West Wales for mental health today than before." This is a worthwhile and informative study, unique to my knowledge in its comparison of historical data with current rates of hospitalization. I continue to be concerned that the authors make the point that there are no markers to determine the actual presence of the mental illnesses under investigations without speculating about possible social, political, and economic influences that might impact rates of hospitalization and the diagnoses themselves. They said they touched on this in the Discussion but I was unable to locate this. The authors could mention these possibilities and the need to explore such possibilities in future research without taking a position. Similarly, given the study is very much within the realm of an historical response to severe childhood distress and therefore grounded within a sociological framework, the authors could modify their reification of diagnosis at points by changing language. For example, instead of "prevalence of community disorders," the authors could state "prevalence of diagnoses of community disorders," which actually conforms more to the author"s discussions of how rates were determined in each sample and the lack of definitive markers in both.
I recommend that age ranges be included in all Table titles. Third paragraph under Discussion, first word should be "There," In the same sentence, "set" should be "sets."
In the Discussion section, I recommend stating the time period in question in the fourth paragraph.
In the 7th paragraph of the Discussion, I recommend adding a descriptor (e.g., adult population) to the sentence describing falling rates of schizophrenia and steady rates of affective psychoses.
VERSION 2 -AUTHOR RESPONSE
We would like to thank the reviewers for recommending publication of this article. We also would like to thank the reviewer for their suggestion and recommendations. We took the comments, suggestions and recommendations of the reviewer in consideration and made the suggested changes.
